Author's abstract
In recentyears a relative barrage ofjournal articles has surfaced concerning theformal instruction ofmedical ethics in our medical schools. Philosophical debates usually ensue over either the conspicuous absence (or, in some cases, the questionable need (i) (2)) of a formal ethics course, or the manner and method by which ethics is to be taught (3) . There is, however, a paucity of literature as to what constitutes ethical medical 'pedagogy'. Germane is the principle that the physician-teacher should strive to be ethical both in what he or she teaches as well as the manner in which it is taught. This is also to view medical ethicsfrom a broader perspective including the institution ofinstruction itself. Thefollowing discoursefocuses uponfive doctrines which would augment the medical curriculum by adding to the mere instruction offacts and skills a respectfor the human values and rights innate to the practice ofmedicine.
Five doctrines
In constructing an ethical 'pedagogy', there must be devised particular doctrines which reach beyond the mere satisfaction of the teaching institution's educational goals. They should be based upon ethical principles that govern interpersonal relationships, maintain a respect for academic freedom, and reflect the utilitarian needs of society. The latter is increasingly relevant as medical education becomes a concem of consumerism and is partly financed from taxation. Already, government has controversially entered into the determination of how many and what types of physicians are to be educated in American schools (4), (5) . With the above in mind, five basic doctrines are now somewhat boldly offered. Each of these is construed as an essential ideal, ie in reality not always satisfiable, but necessarily never to be forgotten or overlooked. A discourse will then follow attempting to place each doctrine in contemporary perspective. i) Educational goals leading to the graduation of a competent physician must be satisfied, recognising that competency will differ (a) at the post-graduate level relative to which skills are germane to any given specialty and (b) at the undergraduate level only beyond the core knowledge and skills established by each discipline.
2) A high standard of care must be both provided and taught.
3) The manner in which care is provided must be generally acceptable to both the provider (eg it meets the requirements of professional ethics) and the consumer (eg it is not dehumanising). 4) Cost effective medical practice is a necessary educational goal. This is not to be misconstrued as a call for elimination of research or a disrespect for academic freedoms.
5) The educational system should be concemed with the quality of interpersonal relationships involving the patient and all members of the health care team (eg doctor and patient, teacher and student, student and patient). Traditionally, medical schools served as institutions of care to the financially indigent, who in return were expected passively to accept the ministrations of medical students. The advent of 'patient rights' and of federal regulations for the care of Medicaid and Medicare patients point up the ethical (and legal) dilemmas here. Private patients too are increasingly used for teaching and surgical patients may not, for instance, understand who will actually participate (and to what extent) in their operations. Kempner raises moral doubts about common current practices and suggests that patients should be given full information and should then choose between admission to a teaching or non-teaching hospital (II).
A less important problem but a common practice is the 'student-doctor' subterfuge. Students are referred to in a spectrum of nomenclature ranging from 'medical students' to simply 'doctor' and including the ambiguous term 'student-doctor'. Moreover students are often not distinguishable by the patient from residents and fellows. Tesleschi reports to his surprise that only I9 per cent of patients surveyed indicated any ill feeling at all about students being involved in their care. Furthermore, none of these patients would switch doctors simply because their doctor participated in a teaching programme. He then offers student tips on how they can become more acceptable to patients, without subterfuge, maturely recognising the right exercised by only a minority of patients to confine exposure of their problems and person to their personal physician (12).
Regarding the setting in which the educational process takes place, Plotz writes that the preceptorial or tutorial method, common in family practice programmes, has proved to be both an effective and ethical pedogogy. At the Downstate Medical Center, for instance patients are fully aware that they will be seen by a medical student and no medical decisions are made by the student without the advice and consent of the preceptor (13). At the Model Family Practice Center, Community Hospital, Santa Rosa, California, students see patients in a general medical clinic where every patient is presented to a board certified consultant. 'Patient acceptance is high (doctrine three), students feel that good quality medicine is practised (doctrine two), and charges are reasonable (doctrine four) (I4). It would seem, then, that effective teaching in a setting that preserves the integrity of the doctorpatient relationship is a realistic goal. The prerequisite is, of course, the establishment of definite policies on ethical relationships in patient care. COST encompassing methods used in cost-effectiveness analysis and principles of decision theory (I7). This is not to profess a 'cookbook' of cost-effective medicine. The suggestion however, is that there is a cost-effective approach to a given problem, in a given patient, in given circumstances which we are able and ought to teach.
FOSTERING GOOD INTERPERSONAL RELATIONSHIPS
According to Armondson, et al medical students become more cynical and less humanitarian during medical school. These changes are thought to be at least partly due to the medical school environment itself. In a survey of students at the University of Colorado School of Medicine, lack of personal freedom, feelings of dehumanisation, difficulty in getting to know faculty members well, being treated as immature and irresponsible, and having to perform excessive non-educational services were some of the major concerns expressed. 'In all likelihood, conflicts between students and their teachers increase over the four years of medical school in direct proportion to the students' matura tion.' A lack of respect for the students' growing maturity is felt to be the major factor here (I8).
One cannot help but extrapolate the negative effect of such feelings upon the character of the relationships a young physician later forms with patients. Shiiffel noted severe problems of hostility among medical students and hospital physicians alike. Demanding patients, for example, often trigger feelings of anger. Because of this, Shiiffel has proposed 'guided attitudinal learning' which it is hoped will affect the manner in which physicians deal with angry, terminal, and excessively demanding patients. Medical training, says Shiiffel, takes place under hostile conditions: matters are aggravated because the hostility is suppressed rather than expressed (i9).
Recently the need for education concerning interpersonal attitudes has been recognised. Silbert even suggests that such attitudes as empathy, non-judgmental acceptance, and unconditioned positive regard and congruence are more effectively taught in a one-to-one setting rather than in the more traditional hospital-based teaching of large numbers of medical students (20) . The University of Southern Illinois School of Medicine now teaches and evaluates 'affective skills' challenging instructors with such questions as 'does the student leave the patient feeling comfortable ?' or 'does the student show concern for the patient?' (2i). Such teaching has now been adopted by a number of family practice programmes where the preceptorship or one-to-one teaching style enables the preceptor best to 'role-model' these skills.
